BUREAU FOR MEDICAL SERVICES CEFECTIVE
WEST VIRGINIA MEDICAID
PREFERRED DRUG LIST WITH PRIOR AUTHORIZATION CRITERIA 01/01/2018

This is not an all-inclusive list of available covered drugs and includes only Version 2018.1d
managed categories. Refer to cover page for complete list of rules governing this PDL.

1 Prior authorization for a nopreferred agent in anglasswill be given only if there has been a trial of the preferred
brand/generic equivalent or preferred formulation of the active ingredient, at a therapeutic dose, that resulted in a partial
responsewith a documented intolerance.

1 Prior authorization of a nopreferred isomer, predrug, or metabolite will be considered with a trial of a preferred parent drug
of the same chemical entity, at a therapeutic dose, that resulted in a partial responsdatitimented intolerance or a previous
trial and therapy failure, at a therapeutic dose, with a preferred drug of a different chemical entity indicated to treat the
submitted diagnosis. (The required trial may be overridden when documented evidence iseprtivad the use of these
preferred agent(s) would be medically contraindicated.)

1 Unless otherwise specified, the listing of a particular brand or generic name includes all legend forms of th@TdCudyugs are
not covered unless specified.

1 PA critera for nonpreferred agents apply in addition to general Drug Utilization Review policy that is in effect for the entire
pharmacy program, including, but not limited to, appropriate dosing, duplication of therapy, etc.

f The use of pharmaceutical samplesfwil y 23 06S O2yaARSNBR 6KSy S@lfdz2 GAya GKS YSYoS
history for drugs that require prior authorization.

1 Quantity limits may applyRefer to the Limits Lisinthe BMS Websitby clicking the hyperlink.

1 Unless otherwise indicated, nepreferred combination products require medical reasoning beyond convenience or enhanced
compliance as to why the clinical need cannot be met with a preferredtaggezombination of preferred singlengredient agents.

1 Acronyms
o CL-Requires clinical PA. For detailed clinical criteria, please go BAhwiterigpageby clicking thenyperlink.
o NR¢ Denotes a new drug which has not yet been reviewed by the P & T Comniitteez agents aravailable only on
appeal to the BMS Medical Director.
o AP-Nonpreferred and selected preferred drugs, where indicated, are subject to-Bltarieria. See PA criteria column.


http://www.dhhr.wv.gov/bms/BMS%20Pharmacy/Pages/Lists.aspx
http://www.dhhr.wv.gov/bms/BMS%20Pharmacy/Pages/PA-Criteria.aspx
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Status PA Criteria

CLASSES CHANGING Changes Changes New Drugs
ANALGESICS, NARCOTIC LONG ACTING (Norparenteral) XXXX XXXX
ANALGESICS, NARCOTIC SHORTACTING (Non-parenteral) XXXX

ANDROGENIC AGENTS XXXX
ANESTHETICS, TOPICAL XXXX
ANTIANGINAL & ANTI -ISCHEMIC XXXX

ANTIBIOTICS, VAGINAL XXXX

ANTICONVULSANTS, ADJUVANTS XXXX

ANTICONVULSANTS, SUCCINIMIDES XXXX

ANTIFUNGALS, TOPICALi ANTIFUNGAL/STEROID COMBINATIONS XXXX

ANTIHEMOPHILIA FACTOR AGENTSi FACTORVIII XXXX
ANTIHEMOPHILIA FACTOR AGENTSi FACTOR IX XXXX
ANTIHYPERURICEMICS XXXX

ANTIPARASITICS, TOPICAL XX XX

ANTIPSORIATICS, TOPICAL XX XX XXX X
ANTIPSYCHOTICS, ATYPICAL XX XX

ANTIRETROVIRALS, COMBINATION PRODUCTSI NUCLEOSIDE & NUCLEOTIDE XX XX

ANALOGS & NON-NUCLEOSIDE RTIs

BETA BLOCKERS XXXX

BLADDER RELAXANT PREPARATIONS XXXX

BONE RESORPTION SUPPRESSION & RELATED AGENTS - BIPHOSPHONATES XXXX

BONE RESORPTION SUPPRESSION & RELATED AGENTS - OTHERS XXXX

BRONCHODILATORS, BETA AGONIST i ORAL XXXX

COPD AGENTS, ANTICHOLINERGIC XXXX
COPD AGENTS, ANTICHOLINERGIC-BETA AGONIST COMBINATIONS XXXX

CYTOKINE & CAM ANTAGONISTS, OTHERS XXXX XX XX
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Status PA Criteria

CLASSES CHANGING Changes Changes New Drugs
EPINEPHRINE, SELF-INJECTED XXXX

ERYTHROPOIESIS STIMULATING PROTEINS XXXX

GLUCOCORTICOIDS, INHALED- GLUCOCORTICOIDS XXXX

GLUCOCORTICOIDS, INHALED- GLUCOCORTICOID/BRONCHODILATOR XX XX XXX

COMBINATIONS

GROWTH HORMONE XXXX

HEPATITIS C TREATMENTS XXXX

HYPOGLYCEMICS, S&T2 INHIBITORS XXXX

HYPOGLYCEMICS, SGLT2 COMBINATIONS XXXX XXXX
IMMUNOMODULATORS, ATOPIC DERMATITIS XXXX

INTRANASAL RHINITIS AGENTS i ANTIHISTAMINES XXXX

INTRANASAS RHINITIS AGENTS i CORTICOSTEROIDS XXXX

IRRITABLE BOWEL SYNDROME/SHORT BOWEL SYNDROME/SELECTED Gl AGENTS XXXX

OPHTHALMIC ANTIBIOTICS XXXX XXXX
OPHTHALMIC ANTIBIOTIC/STEROID COMBINATIONS XXXX

OTIC ANTIBIOTICS XXXX XXXX
STEROIDS, TOPICAL XXXX

STIMULANTS AND RELATED AGENTS, AMPHETAMINES XXXX XXXX
STIMULANTS AND RELATED AGENTS, NONAMPHETAMINE XX XX

ULCERATIVE COLITIS AGENTS XXXX




BUREAU FOR MEDICAL SERVICES
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WEST VIRGINIA MEDICAID
PREFERRED DRUG LIST WITH PRIOR AUTHORIZATION CRITERIA 01/01/2018
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managed categories. Refer to cover page for complete list of rules governing this PDL.

THERAPEUTIC DRUG CLASS

PREFERRED AGENTS NON-PREFERRED AGENTS PA CRITERIA
ACNE AGENTS, TOPICAL~*?

CLASS PA CRITERIA: Non-preferred agents require a thirty (30) day trial of one (1) preferred retinoid and two (2) unique chemical entites in two (2) other su-
bclasses, including the generic version of the requested non-preferred product, before they will be approved, unless one (1) of the exceptions on the PA form is
present.

In cases of pregnancy, a trial of retinoids will not be required. For members eighteen (18) years of age or older, a trial of retinoids will not be required.
Acne kits are non-preferred.

Specific Criteria for sub-class will be listed below.

ANTI-INFECTIVE

clindamycin gel, lotion, medicated swab, solution = ACZONE (dapsone)
erythromycin gel, solution AKNE-MYCIN (erythromycin)

AZELEX (azelaic acid)

CLEOCIN-T (clindamycin)

CLINDACIN PAC (clindamycin)

CLINDAGEL (clindamycin)

clindamycin foam

erythromycin medicated swab

EVOCLIN (clindamycin)

FABIOR (tazarotene)

KLARON (sulfacetamide)

OVACE/PLUS (sulfacetamide)

sodium sulfacetamide 10% cleansing gel

sulfacetamide cleanser

sulfacetamide cleanser ER

sulfacetamide shampoo

sulfacetamide suspension

RETINOIDS

RETIN-A (tretinoin) adapalene In addition to the Class Criteria: PA required for members
TAZORAC (tazarotene) ATRALIN (tretinoin) eighteen (18) years of age or older.

AVITA (tretinoin)

DIFFERIN (adapalene)

RETIN-A MICRO (tretinoin)

tretinoin cream, gel

tretinoin gel micro

KERATOLYTICS

benzoyl peroxide cleanser Rx & OTC, 10% BENZEFOAM ULTRA (benzoyl peroxide)
cream OTC, gel Rx & OTC, lotion OTC, wash BENZEPRO (benzoyl peroxide)

OoTC benzoyl peroxide cloths, medicated pads,

microspheres cleanser
BP 10-1 (benzoyl peroxide)



BUREAU FOR MEDICAL SERVICES CEFECTIVE
WEST VIRGINIA MEDICAID
PREFERRED DRUG LIST WITH PRIOR AUTHORIZATION CRITERIA 01/01/2018

This is not an all-inclusive list of available covered drugs and includes only Version 2018.1d
managed categories. Refer to cover page for complete list of rules governing this PDL.

THERAPEUTIC DRUG CLASS

PREFERRED AGENTS NON-PREFERRED AGENTS PA CRITERIA

BP WASH 7% LIQUID

PACNEX/HP/LP (benzoyl peroxide)
PANOXYL-4, -8 OTC (benzoyl peroxide)
PERSA-GEL OTC (benzoyl peroxide)
SULPHO-LAC (sulfur)

COMBINATION AGENTS

erythromycin/benzoyl peroxide ACANYA (clindamycin phosphate/benzoyl In addition to the Class Criteria: Non-preferred combination
peroxide) agents require thirty (30) day trials of the corresponding preferred
AVAR/-E/LS (sulfur/sulfacetamide) single agents before they will be approved.
BENZACLIN GEL (benzoyl peroxide/
clindamycin)
BENZAMYCIN PAK (benzoyl peroxide/ *PA required for combination agents with Retinoid products for
erythromycin) members eighteen (18) years of age or older.

benzoyl peroxide/clindamycin gel

benzoyl peroxide/urea

CERISA (sulfacetamide sodium/sulfur)

CLARIFOAM EF (sulfacetamide/sulfur)

CLENIA (sulfacetamide sodium/sulfur)

DUAC (benzoyl peroxide/clindamycin)

EPIDUO (adapalene/benzoyl peroxide)*

INOVA 4/1, 5/2benzoyl peroxide/salicylic acid)

NEUAC (clindamycin phosphate/benzoyl
peroxide)

NUOX (benzoyl peroxide/sulfur)

ONEXTON (clindamycin phosphate/benzoyl
peroxide)

PRASCION (sulfacetamide sodium/sulfur)

SE 10-5 SS (sulfacetamide/sulfur)

SSS 10-4 (sulfacetamide /sulfur)

SSS 10-5 foam (sulfacetamide /sulfur)

sulfacetamide sodium/sulfur cloths, lotion,
pads, suspension

sulfacetamide/sulfur wash/cleanser

sulfacetamide/sulfur wash kit

sulfacetamide sodium/sulfur/ urea

SUMADAN/XLT (sulfacetamide/sulfur)

SUMAXIN/TS (sulfacetamide sodium/sulfur)

VELTIN (clindamycin/tretinoin)*

ZIANA (clindamycin/tretinoin)*
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THERAPEUTIC DRUG CLASS

PREFERRED AGENTS NON-PREFERRED AGENTS PA CRITERIA

ALZHEI| ME RENSS*A G

CLASS PA CRITERIA: Non-preferred agents require a thirty (30) day trial of a preferred agent in the same sub-class before they will be approved, unless one (1) of
the exceptions on the PA form is present.

Prior authorization is required for membersuptoforty-f i ve (45) years of age if there is no diagnosis of

CHOLINESTERASE INHIBITORS
ARICEPT (donepezil)
donepezil 23 mg*

donepezil 5 and 10 mg *Donepezil 23 mg tablets will be authorized if the following

criteria are met:

EXELON CAPSULE (rivastigmine) 1. There is a diagnosis of moderate-to-s e ver e Al
EXELON PATCH (rivastigmine) Disease and
galantamine 2. There has been a trial of donepezil 10 mg daily for at

galantamine ER

RAZADYNE (galantamine)
RAZADYNE ER (galantamine)
rivastigmine

least three (3) months and donepezil 20 mg daily for an
additional one (1) month.

NMDA RECEPTOR ANTAGONIST
memantine

NAMENDA (memantine)
NAMENDA XR (memantine)*

*Namenda XR requires ninety (90) days of compliant therapy with
Namenda.

CHOLINESTERASE INHIBITOR/NMDA RECEPTOR ANTAGONIST COMBINATIONS

NAMZARIC (donepezil/memantine)

Combination agents require thirty (30) day trials of each

corresponding preferred single agent.
ANALGESICS, NARCOTIC LONG ACTING (Non-parenteral)»?
CLASS PA CRITERIA: Non-preferred agents require six (6) day trials of two (2) chemically distinct preferred agents AND a six (6) day trial of the generic form of the
requested non-preferred agent (if available) before they will be approved, unless one (1) of the exceptions on the PA form is present. If no generic form is available for
the requested non-preferred brand agent, then another generic non-preferred agent must be trialed instead. NOTE: All long-acting opioid agents require a prior
authorization for children under 18 years of age. Requests must be for an FDA approved age and indication and specify previous opioid and non-opioid therapies

attempted.
ARYMO ER (morphine sulfate)

BUTRANS (buprenorphine) BELBUCA (buprenorphine buccal film)*

EMBEDA (morphine/naltrexone)

fentanyl transdermal 12, 25, 50, 75, 100 mcg/hr

morphine ER tablets

CONZIP ER (tramadol)
DOLOPHINE (methadone)

DURAGESIC (fentanyl)

EXALGO ER (hydromorphone)

fentanyl transdermal 37.5, 62.5, 87.5 mcg/hr
hydromorphone ER

HYSINGLA ER (hydrocodone)

KADIAN (morphine)

LAZANDA SPRAY (fentanyl)

methadone**

*Belbuca prior authorization requires manual review. Full PA
criteria. may be found on the PA Criteria page by clicking the
hyperlink.

**Methadone, oxycodone ER and oxymorphone ER will be
authorized without a trial of the preferred agents if a diagnosis of
cancer is submitted.

**Tramadol ER requires a manual review and may be authorized
for ninety (90) days with submission of a detailed treatment plan
including anticipated duration of treatment and scheduled follow-
ups with the prescriber.


http://www.dhhr.wv.gov/bms/BMS%20Pharmacy/Pages/PA-Criteria.aspx
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THERAPEUTIC DRUG CLASS

PREFERRED AGENTS NON-PREFERRED AGENTS PA CRITERIA

morphine ER capsules (generic for Avinza)
morphine ER capsules (generic for Kadian)
MS CONTIN (morphine)

NUCYNTA ER (tapentadol)

OPANA ER (oxymorphone)

oxycodone ER**

OXYCONTIN (oxycodone)

oxymorphone ER**

tramadol ER***

ULTRAM ER (tramadol)

XARTEMIS XR (oxycodone/ acetaminophen)

XTAMPZA ER (oxycodone)
ZOHYDRO ER (hydrocodone)

ANALGESICS, NARCOTIC SHORT ACTING (Non-parenteral)s?
CLASS PA CRITERIA: Non-preferred agents require six (6) day trials of at least four (4) chemically distinct preferred agents (based on the narcotic ingredient only),
including the generic formulation of the requested non-preferred agent, before they will be approved, unless one (1) of the exceptions on the PA form is present.

NOTE: All tramadol and codeine products require a prior authorization for children under 18 years of age. Requests must be for an FDA approved age and
indication and specify non-opioid therapies attempted.

APAP/codeine

butalbital/ APAP/caffeine/codeine

codeine

hydrocodone/APAP 2.5/325 mg, 5/325 mg,
7.5/325 mg,10/325 mg

hydrocodone/APAP solution

hydrocodone/ibuprofen

hydromorphone tablets

morphine

oxycodone tablets, concentrate, solution

oxycodone/APAP

oxycodone/ASA

tramadol

tramadol/APAP

ABSTRAL (fentanyl)

ACTIQ (fentanyl)

butalbital/ASA/caffeine/codeine

butorphanol

CAPITAL W/CODEINE (APAP/codeine)

DEMEROL (meperidine)

dihydrocodeine/ APAP/caffeine

DILAUDID (hydromorphone)

fentanyl

FENTORA (fentanyl)

FIORICET W/ CODEINE
(butalbital/APAP/caffeine/codeine)

FIORINAL W/ CODEINE
(butalbital/ASA/caffeine/codeine)

hydrocodone/APAP 5/300 mg, 7.5/300 mg,
10/300 mg

hydromorphone liquid, suppositories

IBUDONE (hydrocodone/ibuprofen)

LAZANDA (fentanyl)

levorphanol

LORCET (hydrocodone/APAP)

LORTAB (hydrocodone/APAP)

meperidine

NORCO (hydrocodone/APAP)

Fentanyl buccal, nasal and sublingual products will only be
authorized for a diagnosis of cancer and as an adjunct to a long-
acting agent. These dosage forms will not be authorized for
monotherapy.

Limits: Unless the patient has escalating cancer pain or another
diagnosis supporting increased quantities of short-acting opioids,
all short acting solid forms of the narcotic analgesics are limited
to 120 tablets per thirty (30) days. Longer-acting medications
should be maximized to prevent unnecessary breakthrough pain
in chronic pain therapy.

Immediate-release tramadol is limited to 240 tablets per thirty
(30) days.



BUREAU FOR MEDICAL SERVICES CEFECTIVE
WEST VIRGINIA MEDICAID
PREFERRED DRUG LIST WITH PRIOR AUTHORIZATION CRITERIA 01/01/2018

This is not an all-inclusive list of available covered drugs and includes only Version 2018.1d
managed categories. Refer to cover page for complete list of rules governing this PDL.

THERAPEUTIC DRUG CLASS
PREFERRED AGENTS NON-PREFERRED AGENTS PA CRITERIA

NUCYNTA (tapentadol)

ONSOLIS (fentanyl)

OPANA (oxymorphone)

OXECTA (oxycodone)

oxycodone capsules

oxycodone/ibuprofen

oxymorphone

pentazocine/naloxone

PERCOCET (oxycodone/APAP)

PRIMLEYV (oxycodone/APAP)

REPREXAIN (hydrocodone/ibuprofen)

ROXICODONE (oxycodone)

RYBIX ODT (tramadol)

SUBSYS (fentanyl)

SYNALGOS-DC (dihydrocodeine/ASA/
caffeine)

TYLENOL W/CODEINE (APAP/codeine)

ULTRACET (tramadol/APAP)

ULTRAM (tramadol)

VERDROCET (hydrocodone/APAP)

VICODIN (hydrocodone/APAP)

VICOPROFEN (hydrocodone/ibuprofen)

XODOL (hydrocodone/acetaminophen)

XYLON (hydrocodone/ibuprofen)

ZAMICET (hydrocodone/APAP)

ANDROGENIC AGENTS
CLASS PA CRITERIA: A non-preferred agent will only be authorized if one (1) of the exceptions on the PA form is present.

ANDRODERM (testosterone) ANDROID (methyltestosterone
ANDROGEL (testosterone) AVEED VIAL (iestosterons undecanoate)
METHITEST (methyltestosterone) AXIRON (testosterone)
* FORTESTA (testosterone)
methyltestosterone capsule

NATESTO itestosteronei

TESTIM (testosterone)
TESTRED (methyltestosterone)
testosterone gel

VOGELXO (testosterone)
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THERAPEUTIC DRUG CLASS

PREFERRED AGENTS NON-PREFERRED AGENTS PA CRITERIA
ANESTHETICS, TOPICAL*?

CLASS PA CRITERIA: Non-preferred agents require ten (10) day trials of each preferred agent before they will be approved, unless one (1) of the exceptions on the
PA form is present.

lidocaine EMLA (lidocaine/prilocaine)
lidocaine/prilocaine LIDAMANTLE (lidocaine)
xylocaine LIDAMANTLE HC (lidocaine/hydrocortisone)

Iidocaine/hidrocortisone

SYNERA (lidocaine/tetracaine)
VOPAC MDS (ketoprofen/lidocaine)

ANGIOTENSIN MODULATORSA?

CLASS PA CRITERIA: Non-preferred agents require fourteen (14) day trials of each preferred agent in the same sub-class, with the exception of the Direct Renin
Inhibitors, before they will be approved, unless one (1) of the exceptions on the PA form is present.

ACE INHIBITORS

benazepril ACCUPRIL (quinapril) *Epaned will be authorized with a diagnosis of hypertension,
captopril ACEON (perindopril) symptomatic heart failure or asymptomatic left ventricular
enalapril ALTACE (ramipril) dysfunction provided that the patient is less than seven (7) years
fosinopril EPANED (enalapril)* of age OR is unable to ingest a solid dosage form due to
lisinopril LOTENSIN (benazepril) documented oral-motor difficulties or dysphagia.
quinapril MAVIK (trandolapril)
ramipril moexipril **Qbrelis solution may be authorized for children ages 6-10 who
perindopril are unable to tolerate a solid dosage form. Qbrelis may also be
PRINIVIL (lisinopril) authorized for older patients with clinical documentation
QBRELIS SOLUTION (lisinopril)** indicating oral-motor difficulties or dysphagia.
trandolapril

UNIVASC (moexipril)
VASOTEC (enalapril)
ZESTRIL (lisinopril)
ACE INHIBITOR COMBINATION DRUGS

benazepril/amlodipine ACCURETIC (quinapril/HCTZ)
benazepril/HCTZ CAPOZIDE (captopril/HCTZ)
captopril/HCTZ LOTENSIN HCT (benazepril/HCTZ)
enalapril/HCTZ LOTREL (benazepril/amlodipine)
fosinopril/HCTZ moexipril/HCTZ

lisinopril/HCTZ PRESTALIA (perindopril/amlodipine)
quinapril/HCTZ PRINZIDE (lisinopril/HCTZ)

TARKA (trandolapril/verapamil)
trandolapril/verapamil
VASERETIC (enalapril/HCTZ)
ZESTORETIC (lisinopril/HCTZ)
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THERAPEUTIC DRUG CLASS

PREFERRED AGENTS NON-PREFERRED AGENTS PA CRITERIA

ANGIOTENSIN Il RECEPTOR BLOCKERS (ARBS)

irbesartan ATACAND (candesartan)
losartan AVAPRO (irbesartan)
valsartan BENICAR (olmesartan)
olmesartan candesartan

COZAAR (losartan)

DIOVAN (valsartan)

EDARSBI (azilsartan)

eprosartan

MICARDIS (telmisartan)
telmisartan

TEVETEN (eprosartan)

ARB COMBINATIONS

ENTRESTO (valsartan/sucubitril) - ATACAND-HCT (candesartan/HCTZ) *Entresto will only be authorized for patients diagnosed with
irbesartan/HCTZ AVALIDE (irbesartan/HCTZ) chronic heart-failure (NYHA classification 2-4) with an EF O40%.
losartan/HCTZ AZOR (olmesartan/amlodipine)

olmesartan/amlodipine BENICAR-HCT (olmesartan/HCTZ)

olmesartan/amlodipine/HCTZ BYVALSON (nebivolol/valsartan)

olmesartan/HCTZ candesartan/HCTZ

valsartan/amlodipine DIOVAN-HCT (valsartan/HCTZ)

valsartan/HCTZ EDARBYCLOR (azilsartan/chlorthalidone)

EXFORGE (valsartan/amlodipine)
EXFORGE HCT (valsartan/amlodipine/HCTZ)
HYZAAR (losartan/HCTZ)
MICARDIS-HCT (telmisartan/HCTZ)
telmisartan/amlodipine
telmisartan HCTZ
TEVETEN-HCT (eprosartan/HCTZ)
TRIBENZOR (olmesartan/amlodipine/HCTZ)
TWYNSTA (telmisartan/amlodipine)
valsartan/amlodipine/HCTZ

DIRECT RENIN INHIBITORS

AMTURNIDE (aliskiren/amlodipine/HCTZ) Substitute for Class Criteria: Tekturna requires a thirty (30)
TEKAMLO (aliskiren/amlodipine) day trial of one (1) preferred ACE, ARB, or combination agent, at
TEKTURNA (aliskiren) the maximum tolerable dose, before it will be authorized unless
TEKTURNA HCT (aliskiren/HCTZ) one (1) of the exceptions on the PA form is present.

VALTURNA (aliskiren/valsartan)
Amturnide, Tekamlo, Tekturna HCT or Valturna will be authorized
if the criteria for Tekturna are met and the patient also needs the
other agents in the combination.

10
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THERAPEUTIC DRUG CLASS

PREFERRED AGENTS NON-PREFERRED AGENTS PA CRITERIA
ANTIANGINAL & ANTI-ISCHEMIC
CLASS PA CRITERIA: Ranexa will be authorized for patients with angina who are also taking a calcium channel blocker, a beta blocker, or a nitrite as single agents
or a combination agent containing one (1) of these ingredients.
RANEXA (ranolazine)AP

ANTIBIOTICS, Gl & RELATED AGENTS

CLASS PA CRITERIA: Non-preferred agents require a fourteen (14) day trial of a preferred agent before they will be approved, unless one (1) of the exceptions on the
PA form is present.

metronidazole tablet ALINIA (nitazoxanide) *Dificid will be authorized if the following criteria are met:
neomycin DIFICID (fidaxomicin)* 1. There is a diagnosis of severe C. difficile infection; and
tinidazole FLAGYL (metronidazole) 2. There is no response to prior treatment with vancomycin
FLAGYL ER (metronidazole ER) for ten (10) to fourteen (14) days.
metronidazole capsule
paromomycin **Vancomycin will be authorized for treatment of mild to
TINDAMAX (tinidazole) moderate C. difficile infections after a fourteen (14) day trial of
VANCOCIN (vancomycin) metronidazole. Severe C. difficile infections do not require a trial
vancomycin** of metronidazole for authorization.

XIFAXAN (rifaximin)***
***Eyll PA criteria may be found on the PA Criteria page by
clicking the hyperlink.

ANTIBIOTICS, INHALED

CLASS PA CRITERIA: Non-preferred agents require a twenty-eight (28) day trial of a preferred agent and documentation of therapeutic failure before they will be
approved, unless one (1) of the exceptions on the PA form is present.

BETHKIS (tobramycin) CAYSTON (aztreonam)
KITABIS PAK (tobramycin) TOBI (tobramycin)
TOBI PODHALER (tobramycin)
tobramycin

ANTIBIOTICS, TOPICAL

CLASS PA CRITERIA: Non-preferred agents require ten (10) day trials of at least one preferred agent, including the generic formulation of the requested non-
preferred agent, before they will be approved, unless one (1) of the exceptions on the PA form is present.

bacitracin (Rx, OTC) ALTABAX (retapamulin)

gentamicin sulfate BACTROBAN (mupirocin)

mupirocin ointment CENTANY (mupirocin)
CORTISPORIN

(bacitracin/neomycin/polymyxin/HC)
mupirocin cream
neomycin/polymyxin/pramoxine


http://www.dhhr.wv.gov/bms/BMS%20Pharmacy/Pages/PA-Criteria.aspx

BUREAU FOR MEDICAL SERVICES EEEECTIVE
WEST VIRGINIA MEDICAID
PREFERRED DRUG LIST WITH PRIOR AUTHORIZATION CRITERIA 01/01/2018
This is not an all-inclusive list of available covered drugs and includes only Version 2018.1d
managed categories. Refer to cover page for complete list of rules governing this PDL.

THERAPEUTIC DRUG CLASS
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ANTIBIOTICS, VAGINAL

CLASS PA CRITERIA: Non-preferred agents require trials of each chemicallyuniquepr ef err ed agent at the manuf act thay wiltbe s
approved, unless one (1) of the exceptions on the PA form is present.

clindamycin cream AVC (sulfanilamide)
CLINDESSE (clindamycin) CLEOCIN CREAM (clindamycin)
metronidazole CLEOCIN OVULE (clindamycin)
METROGEL (metronidazole)
NUVESSA (metronidazole)
VANDAZOLE (metronidazole)
ANTICOAGULANTS
CLASS PA CRITERIA: Non-preferred agents require a trial of each preferred agent in the same sub-class, unless one (1) of the exceptions on the PA form is present.
INJECTABLE®S-
enoxaparin ARIXTRA (fondaparinux)
fondaparinux
FRAGMIN (dalteparin)
LOVENOX (enoxaparin)
ORAL
COUMADIN (warfarin) SAVAYSA (edoxaban) *Selected preferred agents will be authorized per FDA approved
ELIQUIS (apixaban)AP* indications and dosage only.
PRADAXA (dabigatran)”P*
warfarin
XARELTO (rivaroxaban)”P*
ANTICONVULSANTS

CLASS PA CRITERIA: For a diagnosis of seizure disorder, non-preferred agents require a fourteen (14) day trial of a preferred agent in the same sub-class before
they will be approved, unless one (1) of the exceptions on the PA form is present; patients currently on established therapies shall be grandfathered.

For all other diagnoses, non-preferred agents require a thirty (30) day trial of a preferred agent in the same sub-class before they will be approved, unless one (1) of the
exceptions on the PA form is present.

In situations where AB-rated generic equivalent products are avail abl e, @ Br a-writenlkhetikipresaribdr gn the preseiptiongdar thed
brand name product to be reimbursed.

ADJUVANTS
carbamazepine APTIOM (eslicarbazepine) *Topiramate ER will be authorized after a thirty (30) day trial of
carbamazepine ER BANZEL (rufinamide) topiramate IR.
carbamazepine XR BRIVIACT (brivaracetam)
divalproex CARBATROL (carbamazepine) **\/impat will be approved as monotherapy or adjunctive therapy
divalproex ER DEPAKENE (valproic acid) for a diagnosis of partial-onset seizure disorder.
divalproex sprinkle DEPAKOTE (divalproex)
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EPITOL (carbamazepine) DEPAKOTE ER (divalproex)

GABITRIL (tiagabine)

lamotrigine

levetiracetam IR

levetiracetam ER

oxcarbazepine suspension and tablets
topiramate IR

topiramate ER*

valproic acid

VIMPAT (lacosamide)AP**

zonisamide

DEPAKOTE SPRINKLE (divalproex)
EQUETRO (carbamazepine)
FANATREX SUSPENSION (gabapentin)
felbamate

FELBATOL (felbamate)

FYCOMPA (perampanel)

KEPPRA (levetiracetam)

KEPPRA XR (levetiracetam)

LAMICTAL (lamotrigine)

LAMICTAL CHEWABLE (lamotrigine)

LAMICTAL ODT (lamotrigine)

LAMICTAL XR (lamotrigine)

lamotrigine dose pack

lamotrigine ER

OXTELLAR XR (oxcarbazepine)

POTIGA (ezogabine)

QUDEXY XR (topiramate ER)##

SABRIL (vigabatrin)

SPRITAM (levetiracetam)

STAVZOR (valproic acid)

TEGRETOL (carbamazepine)

TEGRETOL XR (carbamazepine)

tiagabine

TOPAMAX (topiramate)

TRILEPTAL SUSPENSION and TABLETS

(oxcarbazepine)
TROKENDI XR (topiramate)&*
ZONEGRAN (zonisamide)
BARBITURATESAP
phenobarbital MYSOLINE (primidone)
primidone
BENZODIAZEPINESAP

*Onfi shall be authorized as adjunctive therapy for treatment of
Lennox-Gastaut Syndrome without further restrictions. Off-label
use requires an appeal to the Medical Director.

clonazepam clonazepam ODT
DIASTAT (diazepam rectal) diazepam rectal gel
diazepam tablets KLONORPIN (clonazepam)
ONFI (clobazam)*
ONFI SUSPENSION (clobazam)*
VALIUM TABLETS (diazepam)
HYDANTOINSAP
DILANTIN (phenytoin sodium, extended) DILANTIN INFATABS (phenytoin)
PEGANONE (ethotoin) PHENYTEK (phenytoin)
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phenytoin capsules, chewable tablets,

suspension
SUCCINIMIDES

CELONTIN (methsuximide) ZARONTIN (ethosuximide) capsules
ethosuximide capsules ZARONTIN (ethosuximide) syrup
ethosuximide syrup
ANTIDEPRESSANTS, OTHER
CLASS PA CRITERIA: See below for individual sub-class criteria.

MAOIsAP

MARPLAN (isocarboxazid) Patients stabilized on MAOI agents will be grandfathered.

NARDIL (phenelzine)
PARNATE (tranylcypromine)
phenelzine

tranylcypromine

SNRISAP
duloxetine capulses CYMBALTA (duloxetine) Non-preferred agents require separate thirty (30) day trials of a
venlafaxine ER capsules desvenlafaxine ER preferred agent in this sub-class AND an SSRI before they will be
desvenlafaxine fumarate ER approved, unless one (1) of the exceptions on the PA form is
EFFEXOR XR (venlafaxine) present.

FETZIMA (levomilnacipran)
KHEDEZLA (desvenlafaxine)
PRISTIQ (desvenlafaxine)
venlafaxine IR
VENLAFAXINE ER TABLETS (venlafaxine)
SECOND GENERATION NON-SSRI, OTHERAP

bupropion IR APLENZIN (bupropion hbr) Non-preferred agents require separate thirty (30) day trials of a
bupropion SR EMSAM (selegiline) preferred agent in this sub-class AND an SSRI before they will be
bupropion XL FORFIVO XL (bupropion) approved, unless one (1) of the exceptions on the PA form is
mirtazapine nefazodone present.

trazodone OLEPTRO ER (trazodone)

REMERON (mirtazapine)
TRINTELLIX (vortioxetine)
VIIBRYD (vilazodone HCI)
WELLBUTRIN (bupropion)
WELLBUTRIN SR (bupropion)
WELLBUTRIN XL (bupropion)

SELECTED TCAs
imipramine HCI imipramine pamoate Non-preferred agents require a twelve (12) week trial of
TOFRANIL (imipramine HCI) imipramine HCI before they will be approved, unless one (1) of
TOFRANIL PM (imipramine pamoate) the exceptions on the PA form is present.
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THERAPEUTIC DRUG CLASS

PREFERRED AGENTS NON-PREFERRED AGENTS PA CRITERIA

ANTIDEPRESSANTS, SSRIs»?

CLASS PA CRITERIA: Non-preferred agents require thirty (30) day trials of at least two (2) preferred agents before they will be approved, unless one (1) of the
exceptions on the PA form is present.

Upon hospital discharge, patients admitted with a primary mental health diagnosis who have been stabilized on a non-preferred SSRI will receive an authorization to
continue that drug.

citalopram BRISDELLE (paroxetine)
escitalopram tablets CELEXA (citalopram)
fluoxetine capsules, solution escitalopram solution
fluvoxamine fluoxetine tablets
paroxetine fluvoxamine ER
sertraline LEXAPRO (escitalopram)

LUVOX CR (fluvoxamine)
paroxetine ER

PAXIL (paroxetine)
PAXIL CR (paroxetine)
PEXEVA (paroxetine)
PROZAC (fluoxetine)
SARAFEM (fluoxetine)
ZOLOFT (sertraline)

ANTIEMETICSA?

CLASS PA CRITERIA: See below for sub-class criteria.

5HT3 RECEPTOR BLOCKERS

ondansetron ODT, solution, tablets ANZEMET (dolasetron) Non-preferred agents require a three (3) day trial of a preferred
granisetron agent before they will be approved, unless one (1) of the
GRANISOL (granisetron) exceptions on the PA form is present.
ondansetron vials

SANCUSO (granisetron)

SUSTOL (granisetron)

ZOFRAN (ondansetron)

ZUPLENZ (ondansetron)
CANNABINOIDS

CESAMET (nabilone)* *Cesamet will be authorized only for the treatment of nausea and
dronabinol** vomiting associated with cancer chemotherapy for patients who
MARINOL (dronabinol)** have failed to respond adequately to three (3) day trials of

conventional treatments such as promethazine or ondansetron
and are eighteen (18) years of age or older.

**Dronabinol will only be authorized for:
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THERAPEUTIC DRUG CLASS

PREFERRED AGENTS NON-PREFERRED AGENTS

SUBSTANCE P ANTAGONISTS
EMEND (aprepitant) aprepitant

VARUBI (rolapitant)

COMBINATIONS
AKYNZEO (netupitant/palonosetron)

ANTIFUNGALS, ORAL

PA CRITERIA

1. The treatment of anorexia associated with weight loss in
patients with AIDS or cancer and unresponsive to
megestrol or

2. The prophylaxis of chemotherapy induced nausea and

vomiting unresponsive to three (3) day trials of
ondansetron or promethazine for patients from eighteen
(18) up to sixty-five (65) years of age.

Non-preferred agents require a three (3) day trial of a preferred
agent before they will be approved, unless one (1) of the
exceptions on the PA form is present.

Non-preferred agents will only be approved on appeal.

CLASS PA CRITERIA: Non-preferred agents will only be authorized if one (1) of the exceptions on the PA form is present.

clotrimazole ANCOBON (flucytosine)
fluconazole* CRESEMBA (isovuconazonium)ct**
nystatin DIFLUCAN (fluconazole)
terbinafine®* flucytosine
GRIFULVIN V TABLET (griseofulvin)
griseofulvin™

GRIS-PEG (griseofulvin)
itraconazole
ketoconazole****

LAMISIL (terbinafine)
MYCELEX (clotrimazole)
MYCOSTATIN Tablets (nystatin)
NIZORAL (ketoconazole)
NOXAFIL (posaconazole)
ONMEL (itraconazole)
ORAVIG (miconazole)
SPORANOX (itraconazole)
VFEND (voriconazole)
voriconazole suspension
voriconazole tablets

*PA is required when limits are exceeded.

**Full PA criteria may be found on the PA Criteria page by
clicking the hyperlink.

***PA is not required for griseofulvin suspension for children up to
eighteen (18) years of age for the treatment of tinea capitis.

*++Ketoconazole will be authorized if the following criteria are
met:

1. Diagnosis of one of the following fungal infections:
blastomycosis, coccidioidomycosis, histoplasmosis,
chromomycosis, or paracoccidioidomycosis and

2. Documented failure or intolerance of all other diagnosis-
appropriate  antifungal  therapies, i.e. itraconazole,
fluconazole, flucytosine, etc and

3. Baseline assessment of the liver status including alanine
aminotransferase (ALT), aspartate aminotransferase (AST),
total bilirubin, alkaline phosphatase, prothrombin time, and
international normalized ratio (INR) before starting treatment
and

4. Weekly monitoring of serum ALT for the duration of
treatment (If ALT values increase to a level above the upper
limit of normal or 30% above baseline, or if the patient
develops symptoms of abnormal liver function, treatment
should be interrupted and a full set of liver tests be obtained.
Liver tests should be repeated to ensure normalization of
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THERAPEUTIC DRUG CLASS

PREFERRED AGENTS NON-PREFERRED AGENTS PA CRITERIA

values.) and
5. Assessment of all concomitant medications for potential
adverse drug interactions with ketoconazole.
Ketoconazole will not be authorized for treatment for fungal
infections of the skin and nails.

ANTIFUNGALS, TOPICAL~*?

CLASS PA CRITERIA: Non-preferred agents require fourteen (14) day trials of two (2) preferred agents before they will be approved, unless one (1) of the exceptions
on the PA form is present. If a non-preferred shampoo is requested, a fourteen (14) day trial of one (1) preferred product (i.e. ketoconazole shampoo) is required.

ANTIFUNGALS
econazole CICLODAN (ciclopirox) *Oxistat cream will be authorized for children up to thirteen (13)
ketoconazole cream, shampoo ciclopirox years of age for tinea corporis, tinea cruris, tinea pedis, and tinea
MENTAX (butenafine) ERTACZO (sertaconazole) (pityriasis) versicolor.
miconazole (OTC) EXELDERM (sulconazole)
nystatin EXTINA (ketoconazole)

JUBLIA (efinaconazole)
ketoconazole foam
KERYDIN (tavaborole)
KETODAN (ketoconazole)
LOPROX (ciclopirox)
LUZU (luliconazole)
MYCOSTATIN (nystatin)
NAFTIN CREAM (naftifine)
NAFTIN GEL (naftifine)
NIZORAL (ketoconazole)
OXISTAT (oxiconazole)*
PEDIPIROX-4 (ciclopirox)
PENLAC (ciclopirox)
VUSION (miconazole/petrolatum/zinc oxide)
XOLEGEL (ketoconazole)

ANTIFUNGAL/STEROID COMBINATIONS
clotrimazole/betamethasone KETOCON PLUS
(ketoconazole/hydrocortisone)
LOTRISONE (clotrimazole/betamethasone)
nystatin/triamcinolone
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ANTIHYPERTENSIVES, SYMPATHOLYTICS

CLASS PA CRITERIA: Non-preferred agents require thirty (30) day trials of each preferred unique chemical entity in the corresponding formulation before they will be
approved, unless one (1) of the exceptions on the PA form is present.

CATAPRES-TTS (clonidine) CATAPRES TABLETS (clonidine)

clonidine tablets clonidine patch

NEXICLON XR (clonidine)

ANTIHYPERURICEMICS

CLASS PA CRITERIA: Non-preferred agents require a thirty (30) day trial of one (1) of the preferred agents for the prevention of gouty arthritis attacks
(colchicine/probenecid, probenecid, or allopurinol) before they will be approved, unless one (1) of the exceptions on the PA form is present.

ANTIMITOTICS
colchicine capsules* colchicine tablets *In the case of acute gouty attacks, a ten (10) day supply
COLCRYS (colchicine) (twenty (20) capsules) of colchicine will be authorized per ninety
MITIGARE (colchicine) (90) days.
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ANTIMITOTIC-URICOSURIC COMBINATION

colchicine/probenecid

URICOSURIC

probenecid ZURAMPIC (lesinurad)* *Full PA criteria may be found on the PA Criteria page
by clicking the hyperlink.

XANTHINE OXIDASE INHIBITORS

allopurinol ULORIC (febuxostat)
ZYLOPRIM (allopurinol)
URICOSURIC i XANTHINE OXIDASE INHIBITORS

DUZALLO (allopurinol/lesinurad)NR Non-preferred agents will only be approved on appeal.
ANTIMIGRAINE AGENTS, OTHER~?
CLASS PA CRITERIA: Non-preferred agents require three (3) day trials of each unique chemical entity of the preferred Antimigraine Triptan Agents before they will be
approved, unless one (1) of the exceptions on the PA form is present.

CAMBIA (diclofenac)
ANTIMIGRAINE AGENTS, TRIPTANSA?

CLASS PA CRITERIA: Non-preferred agents require three (3) day trials of each preferred unique chemical entity before they will be approved, unless one (1) of the
exceptions on the PA form is present.

TRIPTANS
naratriptan almotriptan *In addition to the Class Criteria: Onzetra Xsail requires three
rizatriptan ODT AMERGE (naratriptan) (3) day trials of each preferred oral, nasal and injectable forms of
rizatriptan tablet AXERT (almotriptan) sumatriptan.
sumatriptan injection®* eletriptan
sumatriptan nasal spray FROVA (frovatriptan)
sumatriptan tablets frovatriptan

IMITREX INJECTION (sumatriptan)ct
IMITREX NASAL SPRAY (sumatriptan)
IMITREX tablets (sumatriptan)
MAXALT MLT (rizatriptan)

MAXALT (rizatriptan)

ONZETRA XSAIL (sumatriptan)*
RELPAX (eletriptan)

SUMAVEL (sumatriptan)

ZECUITY PATCH (sumatriptan)
ZEMBRACE SYMTOUCH (sumatriptan)
zolmitriptan

zolmitriptan ODT

ZOMIG (zolmitriptan)
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ZOMIG ZMT (zolmitriptan)

TRIPTAN COMBINATIONS
TREXIMET (sumatriptan/naproxen sodium)

ANTIPARASITICS, TOPICAL#?

CLASS PA CRITERIA: Non-preferred agents require trials of each preferred agent (which are age and weight appropriate) before they will be approved, unless one
(1) of the exceptions on the PA form is present.

NATROBA (spinosad) EURAX (crotamiton)
permethrin 5% cream LICE EGG REMOVER OTC (benzalkonium
permethrin 1% lotion (OTC) chloride)
pyrethrins-piperonyl butoxide OTC lindane
SKLICE (ivermectin) malathion
OVIDE (malathion)
spinosad

ANTI PARKI NSONG6S

CLASS PA CRITERIA: Patients starting therapy on drugs in this class must show a documented allergy to all preferred agents in the corresponding sub-class, before
a non-preferred agent will be authorized.

ANTICHOLINERGICS
benztropine COGENTIN (benztropine)
trihexyphenidyl
COMT INHIBITORS

COMTAN (entacapone)

entacapone

TASMAR (tolcapone)

DOPAMINE AGONISTS

pramipexole MIRAPEX (pramipexole)
ropinirole MIRAPEX ER (pramipexole)*

NEUPRO (rotigotine)

pramipexole ER

REQUIP (ropinirole)

REQUIP XL (ropinirole)*

ropinirole ER
OTHER ANTI PARKI NSON6S AGENTS
amantadine*ApP AZILECT (rasagiline)
bromocriptine carbidopa
carbidopa/levodopa ELDEPRYL (selegiline)
levodopa/carbidopa/entacapone levodopa/carbidopa ODT
selegiline LODOSYN (carbidopa)

PARCOPA (levodopa/carbidopa)
PARLODEL (bromocriptine)
rasagiline

20



BUREAU FOR MEDICAL SERVICES EEEECTIVE
WEST VIRGINIA MEDICAID
PREFERRED DRUG LIST WITH PRIOR AUTHORIZATION CRITERIA 01/01/2018
This is not an all-inclusive list of available covered drugs and includes only Version 2018.1d
managed categories. Refer to cover page for complete list of rules governing this PDL.

THERAPEUTIC DRUG CLASS

PREFERRED AGENTS NON-PREFERRED AGENTS PA CRITERIA

RYTARY (levodopa/carbidopa)
SINEMET (levodopa/carbidopa)

STALEVO iIevodoEa/carbidopa/entacapone)

ZELAPAR (selegiline)
ANTIPSORIATICS, TOPICAL

CLASS PA CRITERIA: Non-preferred agents require thirty (30) day trials of two (2) preferred unique chemical entities before they will be approved, unless one (1) of
the exceptions on the PA form is present.

TACLONEX OINT (calcipotriene/ calcipotriene cream
betamethasone) calcipotriene ointment
TAZORAC (tazarotene) calcipotriene solution
VECTICAL (calcitriol) calcipotriene/betamethasone ointment
CALCITRENE (calcipotriene)
calcitriol

DOVONEX (calcipotriene)
ENSTILAR (calcipotriene/betamethasone)

SORILUX icalciﬁotrienei
ANTIPSYCHOTICS, ATYPICAL

CLASS PA CRITERIA: All antipsychotic agents require prior authorization for children up to eighteen (18) years of age. All PA requests for antipsychotics
forchi | dren 6 years of age and younger will be reviewed by Medicaidds consul t

Non-preferred agents require fourteen (14) day trials of three (3) preferred agents, including the generic formulation of the requested agent (if available), before they
will be approved unless one (1) of the exceptions on the PA form is present.

Upon discharge, a hospitalized patient stabilized on a non-preferred agent may receive authorization to continue this drug for labeled indications and at FDA
recommended dosages. For off-label indications or dosages, a thirty (30) day prior-authorization shall be granted pending BMS review.
SINGLE INGREDIENT

ABILIFY MAINTENA (aripiprazole)©- ABILIFY TABLETS (aripiprazole) In addition to class criteria:
ABILIFY DISCMELT & ORAL SOLUTION ADASUVE (loxapine)

(aripiprazole) aripiprazole discmelt & oral solution *I'nvega Trinza wil!/l be author
aripiprazole tablets clozapine ODT with Invega Sustenna
ARISTADA (aripiprazole)©t CLOZARIL (clozapine)
clozapine FANAPT (iloperidone) **Quetiapine 25 mg will be authorized:
INVEGA SUSTENNA (paliperidone)©- FAZACLO (clozapine) 1. For a diagnosis of schizophrenia or
INVEGA TRINZA (paliperidone)* - GEODON (ziprasidone) 2. For a diagnosis of bipolar disorder or
olanzapine GEODON IM (ziprasidone) 3. When prescribed concurrently with other strengths of
olanzapine ODT INVEGA ER (paliperidone) Seroquel in order to achieve therapeutic treatment
guetiaping** AP for the 25 mg Tablet Only LATUDA (lurasidone)*** AP levels.
quetiapine ER NUPLAZID (pimavanserin) **** Quetiapine 25 mg will not be authorized for use as a sedative
RISPERDAL CONSTA (risperidone)®- olanzapine IMC* hypnotic.
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risperidone
ziprasidone

ANTIRETROVIRALS

paliperidone ER
REXULTI (brexipiprazole)
RISPERDAL (risperidone)
SAPHRIS (asenapine)

SEROQUEL (quetiapine)

SEROQUEL XR (quetiapine)

VERSACLOZ (clozapine)

VRAYLAR (capriprazine) ***Nuplazid will only be authorized for the treatment of Parkinson
VRAYLAR DOSE PAK (capriprazine) Disease Induced Psychosis after documented treatment failure
ZYPREXA (olanzapine) with quetiapine.

ZYPREXA IM (olanzapine)®*
ZYPREXA RELPREVYV (olanzapine)
ATYPICAL ANTIPSYCHOTIC/SSRI COMBINATIONS
olanzapine/fluoxetine
SYMBYAX (olanzapine/fluoxetine)

CLASS PA CRITERIA: Non-preferred drugs require medical reasoning beyond convenience or enhanced compliance as to why the clinical need cannot be met with a
preferred agent or combination of preferred agents. NOTE: Regimens consisting of preferred agents will result in no more than one additional unit per day over
equivalent regimens composed of non-preferred agents. Patients already on a non-preferred regimen shall be grandfathered.

ISENTRESS (raltegravir potassium)
TIVICAY (dolutegravir sodium)
VITEKTA (elvitegravir)

abacavir sulfate

didanosine DR capsule

EMTRIVA (emtricitabine)

EPIVIR SOLUTION (lamivudine)
lamivudine

stavudine

VIDEX SOLUTION (didanosine)
VIREAD (tenofovir disoproxil fumarate)
ZIAGEN SOLUTION (abacavir sulfate)
zidovudine

EDURANT (rilpivirine)
SUSTIVA (efavirenz)

INTEGRASE STRAND TRANSFER INHIBITORS

NUCLEOSIDE REVERSE TRANSCRIPTASE INHIBITORS (NRTI)
EPIVIR TABLET (lamivudine)
RETROVIR (zidovudine)
VIDEX EC (didanosine)
ZERIT (stavudine)
ZIAGEN TABLET (abacavir sulfate)

NON-NUCLEOSIDE REVERSE TRANSCRIPTASE INHIBITOR (NNRTI)
INTELENCE (etravirine)
nevirapine
nevirapine ER
RESCRIPTOR (delavirdine mesylate)
VIRAMUNE ER 24H (nevirapine)
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VIRAMUNE SUSPENSION (nevirapine)
PHARMACOENHANCER i CYTOCHROME P450 INHIBITOR

TYBOST (cobicistat)

PROTEASE INHIBITORS (PEPTIDIC)

EVOTAZ (atazanavir/cobicistat) CRIXIVAN (indinavir)
NORVIR (ritonavir) INVIRASE (saquinavir mesylate)
REYATAZ (atazanavir) LEXIVA (fosamprenavir)

VIRACEPT (nelfinavir mesylate)
PROTEASE INHIBITORS (NON-PEPTIDIC)
PREZISTA (darunavir ethanolate) APTIVUS (tipranavir)
PREZCOBIX (darunavir/cobicistat)
ENTRY INHIBITORS i CCR5 CO-RECEPTOR ANTAGONISTS
SELZENTRY (maraviroc)
ENTRY INHIBITORS i FUSION INHIBITORS
FUZEON (enfuvirtide)
COMBINATION PRODUCTS - NRTIs
EPZICOM (abacavir/lamivudine)
lamivudine/zidovudine abacavir/lamivudine/zidovudine
COMBIVIR (lamivudine/zidovudine)
TRIZIVIR (abacavir/lamivudine/zidovudine)
COMBINATION PRODUCTS i NUCLEOSIDE & NUCLEOTIDE ANALOG RTIs
DESCOVY (emtricitabine/tenofovir)
TRUVADA (emtricitabine/tenofovir)
COMBINATION PRODUCTS i NUCLEOSIDE & NUCLEOTIDE ANALOGS & INTEGRASE INHIBITORS

GENVOYA STRIBILD *Stribild requires medical reasoning beyond convenience or
(elvitegravir/cobicistat/emtricitabine/tenofovir) (elvitegravir/cobicistat/emtricitabine/tenofovir)* enhanced compliance as to why the medical need cannot be
TRIUMEQ (abacavir/lamivudine/ dolutegravir)** met with the the preferred agent Genvoya.

**Triumeq requires medical reasoning beyond convenience
or enhanced compliance as to why the medical need cannot
be met with the preferred agents Epzicom and Tivicay.

COMBINATION PRODUCTS i NUCLEOSIDE & NUCLEOTIDE ANALOGS & NON-NUCLEOSIDE RTIs
ATRIPLA (efavirenz/emtricitabine/tenofovir) COMPLERA (emtricitabine/rilpivirine/tenofovir)* *Complera requires medical reasoning beyond convenience
ODEFSEY (emtricitabine/rilpivirine/tenofovir) or enhanced compliance as to why the medical need cannot
be met with the preferred agents Truvada and Edurant.

COMBINATION PRODUCTS i PROTEASE INHIBITORS
KALETRA (lopinavir/ritonavir) lopinavir/ritonavir



BUREAU FOR MEDICAL SERVICES EFFECTIVE
WEST VIRGINIA MEDICAID
PREFERRED DRUG LIST WITH PRIOR AUTHORIZATION CRITERIA 01/01/2018
This is not an all-inclusive list of available covered drugs and includes only Version 2018.1d
managed categories. Refer to cover page for complete list of rules governing this PDL.

THERAPEUTIC DRUG CLASS

PREFERRED AGENTS NON-PREFERRED AGENTS PA CRITERIA

ANTIVIRALS, ORAL

CLASS PA CRITERIA: Non-preferred agents require five (5) day trials of each preferred agent in the same sub-class before they will be approved, unless one (1) of
the exceptions on the PA form is present.

ANTI HERPES
acyclovir famciclovir
valacyclovir FAMVIR (famciclovir)
SITAVIG (acyclovir)
VALTREX

ZOVIRAX (acyclovir)
ANTI-INFLUENZA
RELENZA (zanamivir) FLUMADINE (rimantadine)
TAMIFLU (oseltamivir) oseltamivir

rimantadine
ANTIVIRALS, TOPICAL-~?

CLASS PA CRITERIA: Non-preferred agents require a five (5) day trial of the preferred agent before they will be approved, unless one (1) of the exceptions on the PA
form is present.

In addition to the Class Criteria: The anti-influenza agents will
be authorized only for a diagnosis of influenza.

ZOVIRAX CREAM (acyclovir) ABREVA (docosanol)
acyclovir ointment
DENAVIR (penciclovir)
ZOVIRAX OINTMENT (acyclovir)

BETA BLOCKERS#?

CLASS PA CRITERIA: Non-preferred agents require fourteen (14) day trials of three (3) chemically distinct preferred agents, including the generic formulation of the
requested non-preferred agent before they will be approved, unless one (1) of the exceptions on the PA form is present.

BETA BLOCKERS

acebutolol BETAPACE (sotalol) *Hemangeol will be authorized for the treatment of proliferating
atenolol BYSTOLIC (nebivolol) infantile hemangioma requiring systemic therapy.

betaxolol HEMANGEOL (propranolol)*

bisoprolol INDERAL LA (propranolol) **Propranolol ER shall be authorized for patients with a diagnosis
CORGARD (nadolol) INDERAL XL (propranolol) of migraines. Existing users will be grandfathered for use in
metoprolol INNOPRAN XL (propranolol) migraine prophylaxis.

metoprolol ER KERLONE (betaxolol)

pindolol LEVATOL (penbutolol)

propranolol LOPRESSOR (metoprolol)

sotalol nadolol

timolol propranolol ER**

SECTRAL (acebutolol)
TENORMIN (atenolol)
TOPROL XL (metoprolol)
ZEBETA (bisoprolol)



